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Stakeholder Comments

Medicaid Response

We recommend that board certified case managers lead care
coordination teams and case management teams for dual eligible
individuals. COMMISSION FOR CASE MANAGER CERTIFICATION
(CCMC)

Idaho Medicaid anticipates using the Health Home Model of Care, which
currently does not require that board certified case managers lead the care
coordination teams.

We recommend that all non-licensed case managers working on the
care coordination team be trained in an appropriate manner for the
patient population being served. COMMISSION FOR CASE
MANAGER CERTIFICATION (CCMC)

The health plans should contract with providers who are qualified to serve the
patient population they work with. Idaho Medicaid will add more details
regarding the care management team in the Request for Proposal (RFP).

One goal of this initiative is to improve care coordination for this
population. All who work with this population support that goal. In
addition, we are relieved to hear that CMS has promised that the critical
patient protections provided in Part D prescription drug coverage will be
extended to state-run programs. However, we remain deeply concerned
about other aspects of these new programs and their potential to
adversely affect this at-risk population.

RetireSafe

Strong patient protections will be put in place to ensure that dual eligible
individuals receive quality, coordinated care.

These issues include:) 1) The loss of Medicare protections - Some
states have proposed to substitute their state Medicaid formularies for
Part D plan formularies meeting Medicare’s extensive requirements.
These states are seeking to have important provisions of Part D
standards waived, in contrast to CMS guidance. RetireSafe

Idaho Medicaid has not proposed to eliminate Medicare protections related to
Medicare Part D.

2) Passive enroliment /continuity of care - Some states are planning to
passively enroll beneficiaries into a managed care plan, giving
beneficiaries no other plan in their area from which to choose.
Removing dual eligibles from their current health and prescription drug
plans could cause disruption particularly if they have established
provider relationships or their new drug plan has a different formulary.
Moreover, even though an opt-out exists, it would require that this
group navigate an appeals process. This can be particularly problematic

Idaho Medicaid agrees that continuity of care is vital. The proposal and RFP
include strong beneficiary protections. Participants will have at least two
managed care plans to choose from. Further, robust network adequacy
requirements will be put in place in order to minimize problems associated with
continuity of care.

e

3) Access to care - State budgets are already severely constrained. it is
essential that the focus remain on achieving savings through better
coordinated care and not be centered upon techniques which
historically have been used to restrain spending such as cuts to
providers, or limits on the number of prescriptions filled per month.
Access to existing providers, specialty care, and other needed health
services are critical to this special needs population. RefireSafe

The care mode! described in Section C(ii) of the proposal is designed to ensure
quality, coordinated care. Robust network adequacy requirements will be put in
place in order to ensure access to care. Savings will not come from cuts to
providers, as Section E of the proposal states that "The health plan will pay
providers no less than the Medicaid rate for services rendered at the time of
service delivery."
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4) Oversight - Dozens of states have said that they intend to develop
managed care programs for the dual population. Given the number of
plans and their diversity, CMS will face a complex task in monitoring
them for quality. Moreover, many state Medicaid programs do not have
extensive experience in working with the needs of dual eligibles as the
majority of their service population has been children and families. All
issues regarding the sharing of essential information between the states
and CMS should be resolved before plan implementation. RetireSafe

Idaho Medicaid has extensive experience with providing a robust array of
services to dual eligibiles via the basic, enhanced and waiver benefit plans. In
addition, Idaho Medicaid does have experience in managed care for dual eligible
individuals, under its current Medicare-Medicaid Coordinated Plan (MMCP). The
state and CMS will continue efforts regarding sharing information.

5) Equity — One of the hallmarks of the Medicare system has been its
universality. This principle is forever changed by transferring
responsibility for Medicare beneficiaries to the individual states. Such
an approach opens the door to different standards for these lowest
income beneficiaries--potentially leading to lower provider payment
rates and reduced access to care on the basis of income. We ask that
these issues and the risks they raise be fully addressed and resolved
before the dual eligible population is subjected to disruption in their
freSafe

Strong network adequacy requirements and other beneficiary protections will
help ensure access to seamless, coordinated care for all dual eligibles,
regardless of income level. Additionally, health plans must pay providers no less
than the Medicaid fee-for-service reimbursement rate.

As others, we are concerned that these demonstration projects could:

« Cause disruptions to continuity of care and the resulting risk for poor
or compromised outcomes of the care, and thus increased financial risk
for the system,;

- Compromise access to essential health and medical services;

+ Create a third-class of beneficiary that will no longer have the
protections associated with the Medicare social insurance safety net;

« Lead to the abrogation of the rights of these dual eligible, who will be
mass- enrolled into programs that are economic experiments at best,
and low-income healthcare gulags at the worst; and

« Employ metrics to measure the failure or success of these
demonstrations that prioritize economic efficiencies over quality of care

and outcomes of care, Minority Quality Forum

« Network adequacy requirements will help to minimize disruptions to continuity
of care

« Network adequacy requirements will help ensure good access to needed health
and medical services

» Numerous beneficiary protections will be put in place for all participants

« The metrics employed will measure the quality of care delivered by health
plans. Measures will evaluate access to care, quality of care, participant
satisfaction, use of preventive care, etc.

We have been watching with ever- increasing dismay the endless
promulgation of regulations, rule-making, and implementation of
demonstration projects which threaten to overwhelm our healthcare
market. The proposed demonstration projects that this letter references
are just another example of a CMS-sponsored activity that is not driven
by or responsive to beneficiary demand, but is based on what, in our
view, is a complete misread of how the Medicare and Medicaid
programs can provide real value to the American people in shaping our
future. Minoritv Qualitv Forum

This demonstration seeks to coordinate and improve the quality of care for a
population that has had little, if any care coordination.
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WHP understands the importance of scale when establishing a new
program, however WHP believes by including all dual eligible
beneficiaries throughout Idaho that CMS and Idaho will not be able to
accurately measure the program's success. The Medicare Payment
Advisory Commission (MedPAC) published a June 2012 "Report to the
Congress: Medicare and the Healthcare Delivery System", in this report
MedPAC writes: If most or all dual-eligible beneficiaries in one state are
enrolled in the demonstration, there will not be a sufficient sample of
comparable beneficiaries in FFS to be able to test whether the
demonstrations improved quality of care and reduce Medicare and
Medicaid spending relative to FFS. CMS may instead use a research
methodology that compares beneficiaries enrolled in a demonstration in
one state with beneficiaries in FFS in another state. However, it will be
difficult to find a comparable population in another state because

Medicaid benefits, eligibility, and provider payments differ from state to
Ith Groun

ldaho Medicaid agrees that dual eligible fee for service (FFS) population is an
ideal comparison group. Idaho Medicaid will use historical data and data based
on the non-dual eligible FFS population for comparison. Additionally, to ensure a
viable program with a sufficient number of participants, it is important to include
all dual eligibles.

state (Paae 87) Windsaor Hea

WHP recommends that Idaho and CMS consider limiting the
geographic area of the demonstration to one region of the state for the
first year of the proposed IMMM. This will allow CMS and Idaho to
accurately measure and ensure that beneficiary access to care and
quality of care are improved as a result of the IMMM. Additionally, it will
allow Idaho and selected MCOs to make certain that dual eligible
beneficiaries, a vulnerable population, are being properly matched to
care management plans that will best meet their individual needs.

idaho Medicaid will be able to make comparisons by reviewing historical data
and data based on the non-dual eligible FFS population. Comparisons can also
be made between different health plans, and as the demonstration moves
forward, between plan performance in years 1, 2, and 3. Further comparisons
can also be made against national standards and other states. To ensure a
viable program with a sufficient number of participants, it is important to include
all dual eligibles.

| Windsor Health Group

Further, WHP does not believe it is reasonable to require MCOs to
serve the entire state. WHP suggests that Idaho split the state into
regions, at least two, and allow MCOs to serve only one of the state's
geographical regions, instead of the entire state. The proposal as
written will limit Medicare Advantage Plans' ability to participate in the
proposed IMMM and force beneficiaries, who are satisfied with their
Medicare Advantage Plan to select a new, unfamiliar MCO if they wish
: ticinate in tt | IMMM._Windsor Health G

The feasibility of a statewide coverage by each participating health plan will
continue to be assessed.
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We reviewed the Financial Alignment Initiative Proposals to specifically
look at three areas:

1. Will participant-directed long term services and supports be covered
through a capitated arrangement?

a. If so, does the proposal identify how the state will assure the plans
have the competency and skills to administer participant-directed
service options?

b. What outcome measures will be collected to assure participant
direction?

Dianne Kayala, MS

Director of New Initiatives

National Resource Center for Participant-Directed Services
ial Work

1. Participant direction must be offered by the plans in accordance with Section
D of the proposal. The capitation rate will be based on historical and future
projected costs for all services rendered.

a. Requirements regarding seif-direction will be developed in the Request for
Proposal (RFP).

b. Precise outcome measures for self-direction have not yet been developed.

| Boston Colleae Graduate School of Social

2. Do the care planning/coordination strategies specifically reference or
describe a person-centered approach?, and

Dianne Kayala, MS

Director of New Initiatives

National Resource Center for Participant-Directed Services

Boston College Graduate School of Social Work

Section C(ii) of the proposal specifically references the requirement of a person-
centered plan of care. The plan of care must take a person-centered approach
that includes the participant's goals, status of goals, barriers to goals, and
specific recommendations on how to achieve goals.

3. Was there meaningful and comprehensive participant/advocacy
engagement?

Dianne Kayala, MS

Director of New Initiatives

National Resource Center for Participant-Directed Services
Boston College Graduate School of Social Work

As described in Section D(i) of the proposal, there has been extensive
stakeholder engagement, including engagement with participants and advocacy
groups. A participant and representatives from the American Association for
Retired Persons (AARP) and the ldaho Commission on Aging were included on
a panel during a statewide stakeholder video conference on October 26th, 2011.
All stakeholders were invited to an April 17th, 2012 video conference to discuss
the draft of the proposal. All stakeholders were also invited to a May 25th, 2012
webinar to discuss revisions to the proposal based on stakeholder feedback.
Further, stakeholders continue to have an opportunity to discuss issues for dual
eligible individuals through the quarterly Personal Assistance Oversight (PAO)

Committee meetings and the quarterly Medical Care Advisory Committee
LA i

The Idaho proposal does not specify options for participant-direction,
although it appears to offer other home and community based services
through a couple of approaches. We strongly recommend that Idaho
consider expanding these options to include participant-direction.
Dianne Kayala, MS

Director of New Initiatives

National Resource Center for Participant-Directed Services

Boston College Graduate School of Social Work

ACACY meetinag
Section D(i) indicates that participants must be offered an option to self-direct
their services. More details will be added in the RFP.
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Provider inclusion: ldaho must include a provision that at a minimum
requires Managed Care to accept long-standing providers (10 years
perhaps) into the Managed Care Program. It is unconscionable to think
that a provider such as my agency could become an excluded provider
from Idaho’s Managed Care Program. My agency has been providing
exceptional in home care services to Idaho’s Medicaid recipients since
1988. (Idaho’s current plan would aliow Managed Care to decide who
they will and will not work with as providers and this is unacceptable).
Jason McKinley Owner and Administrator of Seubert's Quality Home

The health plans must meet strong network adequacy requirements and are
encouraged to work with qualified, willing providers. While there is no
requirement for health plans to accept providers based on number of years of
service in the Medicaid program, plans have incentives to contract with quality
providers in order to attract participants to enroll in their plan and meet quality
metrics.

e
-graoLvider Reimbursement: ldaho has the lowest reimbursement rate for
in home care services of any of its contiguous states. |daho’s plan
freezes rates for 3 additional years (2014-2017). This means home
care providers will be working with significant rate cuts taking overall
reimbursement levels back to before 2008 and in some cases to the
1990's. Jason McKinley Owner and Administrator of Seubert's Quality
Home Care

In accordance with Section E(ii) of the proposal, the health plan will pay
providers no less than the Medicaid rate for services rendered at the time of
service delivery. It is not anticipated that rates will be reduced by this proposal.

Affordable Care Act Mandate: idaho cannot ignore that the Affordable
Care Mandate requiring employers to insure their employees or face
hefty fines. With our low reimbursement levels we cannot afford to pay
for the health insurance nor can we afford to pay for the fines. The cost
of this health insurance mandate will devastate the home and
community based service industry in Idaho. Our reimbursement rate
must go up substantially to make this work. Jason McKinley Owner and

]

Providers and health plans may negotiate the rate for services, so long as the
rate is not below the Medicaid rate.

Provider Requirements: Idaho cannot allow Managed Care to place new
burdensome requirements on providers in order to participate in the
managed care program. If we are good enough for Idaho Medicaid

and CMS we should be good enough for Managed Care. Providers
legitimately fear that managed care will not understand the “Capacity”
of Idaho Providers to comply with new and likely unrealistic and over
burdensome requnrements Jason McKinley Owner and Administrator of

1,

Health plans must meet strong network adequacy requirements. Therefore, as a
practical matter, health plans will not be able to enact requirements that are
burdensome enough to interfere with attracting sufficient providers to their
networks.

Timely Reimbursement: Small home care providers bill weekly and get
paid weekly in Idaho. This timely reimbursement system must continue
under managed care or we will have dire financial issues for providers.
Insurance companies are known for payment delays of 30 days or
more. ldaho Home Care Providers do not have the financial means to
go 30 days without getting paid. Jason McKinley Owner and

| Administrator of Seubert's Quality Home Care

Section E(ii) of the proposal requires that "The health plan will pay the provider
promptly and in a timeframe comparable to the Medicaid payment timeframe
when a complete and accurate claim is submitted."
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Short Time line: Idaho Plans to sign contracts and have managed care
entities in place in June of 2013 and then up and running by January 1,
2014. ldaho is looking at creating a disaster here. 6 months to figure
out providers, billing and reimbursement, participant assessments,
management of services, transitioning from state employees to private
industry and all of the other components of this massive shift in how our
services are provided and managed cannot be done in 6 months.

Jason McKinley Owner and Administrator of Seubert's Quality Home

In response to stakeholder feedback, Idaho Medicaid requested a start date of
January 2014 rather than in 2013. Though there will be challenges with this
timeline, Idaho Medicaid believes it is reasonable. A number of participating
states will begin their demonstrations in April of 2013, nearly one year before the
demonstration will begin in Idaho.

e
ﬁ%uld strongly recommend CMS tell Idaho to slow down....go back
and have more meaningful discussion with providers and consumers
and stakeholders and build a plan that is wider support of all interested
parties. Jason McKinley Owner and Administrator of Seubert's Quality
Home Care

Idaho Medicaid continues to solicit feedback. Further, stakeholders continue to
have an opportunity to discuss issues for dual eligible individuals through the
quarterly Personal Assistance Oversight (PAO) committee meetings and the
quarterly Medical Care Advisory Committee (MCAC) meetings.
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As CMS makes determinations on each individual state proposal to
implement Dual Eligible demonstration projects, the AfPA requests that
you ensure all meet the following basic patient safety criteria:

o Auto-enroliment protections — Plans that auto-enroll patients need to be
carefully structured and closely monitored to ensure that the planis
meeting the needs of the individual patient

e Existing patient-doctor relationships must be maintained

e Existing pharmaceutical and/or biologic therapies must be continued
and guaranteed automatic approval in the case of ongoing therapy at the
time of enroliment.

eSuch plans must not have long lock-in requirements that prevent
patients from making adjustments to their plan participation.

» Physician notification — Plans must contain protections that ensure
physician notification of treatment plan and medication substitutions. The
patients most often affected by these demonstrations are those with the
most complicated health issues who have personalized medical
treatment plans and long-standing relationships with their doctors.

o Maintenance of current benefit levels — Plans must ensure that patients
do not lose the benefits that they are currently eligible for through
Medicare and Medicare Part D and that providers are paid in accordance.
e Robust CMS Oversight — CMS must ensure that the plans are not so
small and so numerous as to prevent robust, consistent oversight and
monitoring to ensure patient care quality. The scope of the proposed
plans must be carefully monitored so that effective plans can be
duplicated and ineffective plans can be undone or overhauled in a timely
and cost-efficient manner.

Brian Kennedy for AfPA

e Strong participant protections will be in place

¢ Patient-doctor relationships cannot be guaranteed, but network adequacy
requirements will help to minimize problems associated with disruptions to
continuity of care

e Medicare Part D requirements will generally remain in effect.

e Section D(i) of the proposal indicates that participants may change plan on the
first of any month provided that Medicaid is provided with fifteen (15) days of
advance notice

o A physician will be a part of each participant's care management team in
accordance with Section C(ii)

e Participants will have access to all Medicaid and Medicare services they
qualify for. Providers will receive a minimum of the current Medicaid rate for all
Medicaid services, per Section E(ii)

e ldaho Medicaid agrees that oversight of plans is an important consideration.

Idaho gives one example of how this system could assist someone in
institutional settings reduce costs and improve quality of life if they
moved into a community setting. While that may be the case, there are
already systems in place to assure that this occurs on a regular basis.
During surveys of ICF/ID, Nursing Facilities, and Assisted Living
Facilities by the Idaho Bureau of Licensing and Certification, Level of
care assessments are done annually. It should be noted that on table B
page 9 of the states proposal demographics are not identified for the
individuals receiving come and community based services currently.
William Benkul

A care management team may be able to identify a person who may
successfully reside in the community more quickly than would otherwise have
been possible through an annual assessment.
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HCBS waiver providers nor Developmental Disabilities agencies are
identified on page 10 of the proposal as available medical and
supportive service providers. It appears very little thought has been put
into the current Home and Community Based service system and how it
would interact with the managed care system as proposed.

| William Benkula

Home and Community Based Services will be a key component of this initiative.
The full array of HCBS services currently offered will be offered through the
health plans.

We have been working under the Healthy Connections system for a
decade or more. In all of that time the primary physician have never
fully understood the services and supports available for people
receiving community based supports. Why would it be any different
under this system. In addition to the 5 levels of care management
already in place for this population, ldaho now proposes to add another
in the form of a care coordinator. There is no mention of any of the
other systems going away with the exception of the Healthy
Connections Physician, and he is being replaced by a primary care
physician, therefore | can only assume that the Care coordinator is layer
7 of our managed care system in Idaho for people with Developmental

Under the health home model of care, the care management team will take a
more active role than the physician takes in the Healthy Connections program.
The current model of care will be replaced by the new model of care, although
Ildaho Medicaid will retain responsibility for eligibility determinations.

disabilities  William Benkula

Idaho lays out what the care team must do at the bottom of page 11 of
their proposal. It is no different than what already occurs in HCBS
waiver or Certified Waiver Homes currently. On page 19 and 20 of the
proposal is a list of the requirements for the contractor. No where is
there a criteria that the contractor has to meet with regards to long term
care and supports. The requirements focus entirely on medical care.
Very little thought and input from advocates, service providers or
participants have been given to people with Developmental Disabilities
outside of institutional settings. William Benkula

More details about the contractor requirements will be included in the RFP.

Meaningful engagement of key stakeholders have not occurred.
Attachment two lists all of the meetings the state of Idaho has had with
key stakeholders regarding this proposal. While the department met
with the statewide association for institutional settings such as nursing
homes, ICF/ID, assisted living facilities, and advocates for the aged
such as AARP and the Idaho Commission on Aging, there have been
no discussion with Disability Rights Idaho, the Council of Disabilities,
Linc, or any of the community based services trade associations.

William Benkul

All stakeholders have been welcome at both statewide video conferences, at the
statewide webinar, at the quarterly Personal Assistance Oversight (PAO)
meetings, and at the quarterly Medical Care Advisory Committee (MCAC)
meetings.
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While 1 understand the desire to assure dollars spent in the Medicaid
and Medicare programs are spent wisely, long term supports for people
with Developmental disabilities has never fit well within the medical
model. There are not preventative measures that can be taken to
reduce or manage the support needs of a person with Mental
Retardation. It is not like diabetes or heart disease. | see this proposal
as written doing nothing to cut costs but rather shifting dollars away for
direct care services to ineffective administrative costs. In the event
that Idaho proposal is approved, | request that CMS require idaho to
carve out the population designated as people with Developmental
Disabilities until such time as ldaho has talked with those people being

It is important to include all full dual eligibles in order make the program feasible.
Additionally, the Developmentally Disabled (DD) population also receives
traditional medical services in addition to services specific to their disabilities.
Such medical services are currently, in large part, uncoordinated or poorly
coordinated. Therefore, the DD population stands to benefit from being included
in this initiative. While participants with developmental disabilities often need
supports that cannot be reduced by care coordination, they also often have
conditions or needs which can and do benefit from effective care coordination.

affected by this manaaed care pilot proaram William Benkula

In conclusion there is another key stakeholder that appears to have
been left out of the conversation entirely. | see no documentation that
Idaho has met with it physicians, nor their trade organizations. Without
their willingness to act as a heaith homes and the willingness that the
become educated in the system of supports available, people will not
be able to get their needs met and dollars will not be saved.

William Benkula

Effective partnerships with internal and external stakeholders (participants,
families, advocates, providers, health plans, etc.) is essential.

Success will largely be contingent upon engagement and the capacity of health
care and service providers that support and care for Medicare-Medicaid
enrollees in their communities.

Stakeholder input has been welcomed and encouraged throughout the
development process. Below are some examples of additional avenues for
feedback.

A website and email address were created to provide stakeholders with
information and an opportunity to provide feedback:
www.MedicaidLTCManagedCare.dhw.idaho.gov
LTCManagedCare@dhw.idaho.gov

» Statewide stakeholder conferences were held in October and April. The state's
responses to comments on its program proposal were discussed in a webinar in
May. A public forum on Medicaid managed care program was held on December
13, 2011. Managed care presentations were given to ldaho Senate committee
members on February 16, 2012 and to Idaho House committee members
February 24th.Reports are made to the Medical Care Advisory Committee and
Personal Assistance Oversight Committee on a regular basis.This program will
utilize the health home model of care, and physicians have been actively
involved in discussions related to the development of heaith homes.
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Idaho is currently looking a re-designing their entire DD system. We, as |lt is important to include all full dual eligibles in order make the program feasible.
a state would be better served if we carved these individuals out for the |Additionally, the Developmentally Disabled (DD) population also receives

time being and fully explored the question. Can managed care result in traditional medical services in addition to services specific to their disabilities.
lower costs for support services that are lifelong in nature or are we just |Such medical services are currently, in large part, uncoordinated or poorly
adding a middleman and taking dollars away from the support staff that jcoordinated. Therefore, the DD population stands to benefit from being included
work so hard? Until that question is answered there is very little chance {in this initiative.

that the main goals of this demonstration project better care and
reduced costs will remain unachievable with this population William

| Benkula
A detailed checklist that included infrastructure and program Idaho Medicaid intends to review the checklist as it develops the details of the
considerations for a participant-directed program was submitted. self-direction option in the RFP.

National Resource Center for Participant-Directed Services.
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Proposal to Integrate Care for Dual Eligibles Comment Summary

Comment/Source

Response

We support Idaho Medicaid’s goal for better health outcomes, greater cost-effectiveness, and
care being provided in the most appropriate setting. We also support Idaho Medicaid’s interest
in providing health homes for the following specific categories of individuals 1) A serious,
persistent mental illness, or 2) Diabetes and an additional condition, or 3) Asthma and an
additional condition. Because diabetes is the primary cause of ESRD, individuals with ESRD
may be good candidates for health homes. (Fresenius Medical Care North America)

Section C(v)(e) uses and will continue to use the criteria for the new
health home state plan service, which is expected to become available
by the beginning of 2013. Many participants with ESRD may qualify for
health home services due to having diabetes and an additional
condition. ESRD is not a specific eligibility pathway for the health home|
state plan service, however. Even if individuals with ERSD do not
qualify for the health home state plan service, the plans should folow
the health home model of care as specified in Section C. More details

regarding the health home model of care will be added to the Request
far Pranneal (RED)

We also agree that dual eligible beneficiaries should be able to make plan changes based on
changes in health status. Allowing a beneficiary to enroll in a new health plan, effective the first
of any month, so long as Medicaid is notified and the change is requested fifteen (15) days in
advance is something we support. (Fresenius Medical Care North America)

Section D(ii) includes this provision. Additional detail regarding this
process may be added to the RFP.

We have a suggestion regarding the proposal. The proposal states that the existing Idaho
Medicare-Medicaid Coordinated Plan is a Medicare Advantage Special Needs Plan (SNP) and
will cease in 2014. We support leaving duals already enrolled in MA or MA SNP plans outside
of the demonstration project. Those individuals are already in a well-managed care
environment and MA plans serve as another option for coordinated care plans. (Fresenius
Medical Care North America)

For participants enrolled in the MMCP who do not select a plan, the
state intends to explore ways to continue enroliment with the current
plans as outlined in Section C(i). However, all duals are included in the
demonstration. If existing MA or MA SNP plans participate, then duals
with those plans will be free to remain with those plans, but they will
also have the freedom to choose another plan.

The capitation rate should be based upon the actuarial rate and not the desired rate. The rate
must be reflective of cost trends and must encourage service excellence and attract an
adequate number of competent and professional service providers.(NAMI)

Yes. In accordance with CMS requirements, Section E(i) indicates that
the actuarial analysis will be based upon a review of historical costs
and projected costs. Tying reimbursement to quality measures will help
ensure service excellence. Section E(ii) states that health plans will
pay providers no less than the Medicaid rate. Detail will be added to
the RFP regarding the rates paid to plans. The capitation rate will be
set at an actuarially sound level that enables the plan to operate and
have an adequate provider network.

Outcome data is critical and every effort should be made to collect the data in a timely fashion
and to promptly make such data available to the legislature and the public in an easily-
comprehended format. The performance data to be utilized is not described the proposal. It
mustinclude: a. System Performance - availability of services, utilization levels, rate of critical
incidents, time between inpatient discharge and first outpatient appointment, consumer
involvement in the program planning, and use of evidence-based and promising practices

b. Clinical Performance - symptom improvement, hospital diversion rates, identification of
medication gaps, quality of life improvement (housing, employment, relationships), re-
hospitalization level, emergency room use, homelessness, incarceration, and involvement with
the criminal or juvenile justice systems c. Administrative Performance- consumer and
provider satisfaction surveys, service appeals, service denials, complaints/grievances, call pick-
up, claims payment rate, network turnover, timeliness of data reporting. (NAMI)

Revisions have been made to Section F(ii) to incorporate the
system/clinical/administrative performance framework. Some of the
specific measures, like utilization, re-hospitalization, satisfaction
surveys, service denials, complaints/grievances, and claims payment
rates are now included. CMS will be providing certain required quality
measures and the state and CMS will collaborate and build on those.
Much more detailed information will be added to the quality measures
as the state and CMS develop the Memorandum of Understanding
(MOu).

There must be a mandatory process for reporting by a health care team to the managed care
provider when a person living with mental illness drops out of treatment in unstable condition
and direct follow-up by a mental health professional representing the managed care provider
with the person living with mental illness to make sure that that individual is receiving services
from another mental health provider. A person living with mental iliness who is unstable may
not have the capacity to reconnect with new services without the assistance of this follow-up
service. This service is essential to prevent individuals living with mental illness from ‘falling
through the cracks' with severe behavioral, social and irreversible health consequences.

RFP will have language so that the care management team must
develop a notification/communication process if an individual is not
participating in the established care plan (i.e., missed appointments,
discontinues services, etc).

A change of mental health providers for a person living with mental iliness can be a traumatic
and dangerous event. It often takes a long time to create a trusted relationship with a mental
health provider. It can take years for a mental health service provider to properly understand a
particular individual's iliness and determine the right mix of medications and therapy. Every
effort should be made to minimize changes of mental health providers, such as during the
transitions into and between managed care plans. Consideration should be given to continuity
of care. A "grandfather" provision should be required so that individuals living with mental
illness can continue with their current mental health provider, if they choose, and such provider
will be reimbursed under the plan. (NAMI)

Network adequacy requirements in D(ii) will help to minimize changes
in any providers by ensuring a strong provider network. A requirement
that health plans consider continuity of care issues when developing
their networks was added to D(ii). More detailed information regarding
network adequacy requirements will be added to the RFP. Although
continuity of care cannot always be guaranteed, requirements will be in
place to ensure that needed services are readily accessible.

There should be a formal requirement for the managed care provider to develop and implement
an assertive outreach program to maximize the number of mental health providers included
under the plan. Plans should be required to deliver and document education to providers
regarding plan rules and communication requirements among the members of the care team.
(NAMI)

More detailed information regarding network adequacy requirements
will be added to the RFP. Although continuity of care cannot always be
guaranteed, requirements will be in place to ensure that needed
services are accessible. Plans and providers must offer the services
under development in the State's upcoming behavioral health managed
care program.

To minimize confusion surrounding the change to integrated care teams and managed care
plans, independent enroliment brokers should not be used. Plans should be required to inform
and recruit all individuals who are eligible for coverage under the plan using internal marketing
staff. To avoid confusion and conflicting messages, the State and managed care plans must
coordinate their communications to clearly assist beneficiaries in evaluating plan options. The
State should work with the plans and beneficiary focus groups, including people who live with
mental illness, to develop models for member materials so that information is clear and
consistent. Passive enrollment information should be in plain English and all options for
changing enrollment should be explained to the beneficiary at the time of passive enrollment
notification. The plan should provide objective enrollment, benefit, and appeals assistance.
(NAMD

Section C(i) has been revised to include information on how the State,
CMS, the plans, and the enrollment broker will collaborate to provide
clear and consistent information. Section C(i) was also revised to
include a requirement that participants be notified how to enroll into a
different plan at the same time they're notified that mandatory
enrollment will occur. The enrollment broker remains in place, because|
it should help to minimize confusion to have an independent, third-party|
providing objective information to assist with enrollment. The
enrollment broker will have no financial incentive to direct participants
to a particular plan. Additional detail regarding enroliment processes
will he develaned

If a patient who meets nursing home level of care chooses a particular care setting, but the plan
chooses a lower cost care setting... can the plan withhold payment to the setting the patient
chose? Or require discharge? a. We recommend that patients have the right to choose their
care setting within reason. This should be a negotiation between the plan and the participant.
(IHCA)

Section C(ii) outlines roles and responsibilities. It states that the
participant should play as active a role as possible and principles of
person-centered care should be followed. Ultimately, the plan must
offer all medically necessary services the person qualifies for, but the
care team should collaborate with the participant in choosing the most
appropriate setting possible. Details may be added to the RFP
clarifying roles of participant, care management team, and health plan.
If a participant disagrees with a health plan decision, an initial appeal
can be made with the health plan, and an external appeal can then be
made if relief is not granted.

Will the current Medicaid provider payment be the minimum payment required by the plan? a.
We recommend that the current rate be required by the plan and that savings are generated by
case management...not rate management.(IHCA)

Yes. Section E(ii) was revised to say that the "health plan will pay
providers a minimum of the current Medicaid rates for services
rendered.”
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Require that cost reports be maintained, to ensure that the assessments can continue, and
structure the UPL to be paid as a rate adjustment, not as a lump sum. This will require a
statute change that will need to be finalized in the 2013 legislative session.

a. We recommend the department work with IHCA and others to rewrite the statute to comply
with these objectives. (IHCA)

Dual eligible participants are not included as a part of the Medicaid
days calculation.

Will the federal access requirements (and the rules being developed by Idaho) still apply to a
managed care plan? (IHCA)

Section D(ii) was revised to indicate that the health plan must comply
with 42 CFR 422.112 requirements for access to services. Also
indicated that Medicare and pharmacy requirements will be based on
Medicare requirements.

How can balance be assured between family/patient choice and case management decision
making? (IHCA)

Section C(ii) describes how the participant should play as active a role
as possible, and how a person-centered-approach should be used.
Details may be added to RFP to further clarify roles and

Ensure that perception between independence in non-institutional settings and services
provided by SNFs are put on an even playing field. (IHCA)

I e
Section C(ii)'s care model should help ensure that decisions in the
participants' best interests are made.

Will expense for home health travel mitigate perceived savings from non-admission to SNFs?
(IHCA)

Idaho currently has a robust array of home and community based
services to offer choices to individuals to remain in the community.
The cost for these services is less than those provided in institutional
seftina;

How will the cost savings be measured? Is there expected to be cost savings? (IHCA)

Section E(i) indicates that the PMPM will be based in part on
anticipated savings. The exact method of determining cost savings will
be determined by the actuaries. CMS will not allow the proposal to
move forward unless there are projected savings. The actuarially
sound rate range, which will anticipate some cost savings, is expected
to be in the REP

Is there an expectation for assessments and care planning for the home setting? (IHCA)

Yes. C(ii) indicates a care plan requirement for participants regardless
of whether they're in a home setting. Detail may be added to the RFP
so that unnecessary care planning does not have to be done for
healthv individuals.

What is the difference between person-centered care and those services provided by a SNF?
(IHCA)

Similar principles should apply in various settings (getting the
participant's input, supporting the participant's goals and preferences,
etc.). The focus of the demonstration is to develop a person-centered
plan of care that is not location-centric but participant-centric.

Will there be any beneficiary satisfaction surveys? (IHCA)

Yes. Section F(ii) was revised to include satisfaction surveys.

The report fails to address that those placed in a nursing home setting are generally more
medically complex than those in a non-institutional setting, resulting in a higher number of
hospital admissions. (IHCA)

While people who are more medically complex may have a higher
number of hospital admissions, focusing on a system of coordinated
care and in conjunction with other CMS initiatives, hospital admission /
readmission rates should decrease.

Is there a process for the state to immediately intervene on behalf of the beneficiary if required?
(IHCA)

At any time, participants may contact Medicaid, bring issues to the
attention of the MCAC and PAO committees, file appeals, contact law
enforcement or 9-1-1. etc.

In section ii ‘Payments to Providers’ (lines 721 thru 740), include a bullet point for ‘Prompt
Payment’ language and define it to mirror the language currently in effect with Medicaid. a.
Currently, the state of Idaho can process claims on a Thursday and payment is in the provider's
bank account the following Thursday (1 week turnaround from billing to payment).  (IHCA)

Added a requirement for prompt payment of claims in Section E(ii).
States that payment must be "comparable” to the Medicaid timeframe.

Include/clarify language on section D. of lines 611 thru 613 and consider changing the
sentence ‘Contractor shall maintain a network of appropriate providers supported by written
agreements.’ to ‘Contractor shall establish written agreements with any willing provider.’

a. We would want to be able to provide service to any resident or client that may wish to
receive services from us. The current language may allow the contractor to dictate and/or limit
the providers that the resident/client can use. (IHCA)

There is no intent to require the contractor to work with ‘any willing
provider,’ but there are requirements to ensure that rigorous network
adequacy standards are met. Additional detail regarding rules for out-of;
network providers will be added to the RFP.

In K. Workplan/Timeline, there is no Key Activity/Milestone of when the contractors will issue
agreements to providers to execute. The three-way contract between the Health Plans, CMS,
and the State is set to be completed in September 2013; however, there appears to be no
timeline of when the providers will be expected to review and execute the agreements with the
respective contractors. (IHCA)

The timeframe for contacts with in-network providers will be outlined in
the RFP. In addition, the website will be updated to ensure
stakeholders are aware of activities related to this demonstration.

This program relies heavily on input and direction regarding the stated preference by a patient
or responsible party on that patient’s preferred care setting (lines 113-116, line 304-305). In
many cases in the skilled nursing facility (SNF) setting, the patient and/or family member is
unable or unwilling to make that decision. The decision will then defer to a case management
worker who may be financially incentivized to send that patient to a setting where the case
worker may be paid more to manage that patient’s care rather than a setting that is best suited
to the patient’s needs.(Rick Holloway Western Health Care)

The Section C care model addresses this issue. The care
management team members, who contract with but are not employed
by the health plan, are the individuals involved in selecting the
appropriate care setting.

Will the requirement that SNFs complete frequent Minimum Data Set (MDS) assessments on
Medicare and Medicaid patients be removed once the transition to this system is completed? If
MDS'’s would still be required to be completed in the SNF setting, would the same
assessments, with the same frequency, also be required of any patient who would have been
admitted to a SNF but was diverted to a home setting? What assessments and care planning
would be required to be completed once that person is diverted from a SNF to a home setting?
In other words, it is not equitable to require massive assessments and care planning, as well as
provision of care on a 24-hour basis, in a SNF setting but remove all of those requirements if
that person is in a home setting. (Rick Holloway Western Health Care)

This proposal does not address changes to the federally required
Resident Assessment Instrument process for nursing facilities.
Nursing facilities will continue to complete the MDS assessments.
Care planning will be required for duals regardless of setting (see
Section C(ii))

There are several references to “person-centered” care (line 312, line 320, for example). How
is “person-centered” care as stated in this program different than the individually developed
care plans and treatment programs written and implemented in Idaho’s SNFs, and verified by
state surveyors on annual visits ? (Rick Holloway Western Health Care)

Details of person-centered care as applied to this program have not
been finalized, but Section C(ii) indicates that the participant will play ag
active a role as possible in care planning with the care management
team. The focus of the demonstration is to develop a person-centered
plan of care that is not location but participant centric. More detail may
be added to the RFP.
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Listed as a “Potential improvement target for quality measures” is the number of hospital and
skilled nursing facility admissions (line 764 and 766). How will either of these be an indicator of
quality? If there are increased hospital and nursing home admissions, it could be that the
population is aging (which is expected) and the incidence of admissions to a health care facility
increases as a person ages. It could also be that the case workers identify patient conditions
that require inpatient care even though the beneficiary would have delayed the care for a
variety of reasons. But more problematic is a significantly decreasing number of inpatient
admissions. If health plans deny admission to beneficiaries even though inpatient admission is
warranted, the state may not know needed care was denied until after the patient dies. Why
are there not quality measures that include beneficiary satisfaction surveys, tracking complaints
from other providers (such as a hospital or SNF who was refused payment by the health plan
despite following all of the health plan’s requirements), improvements in a beneficiary’s ability to|
perform ADLs and be self-sufficient, increasing practices of healthy lifestyle choices by
beneficiaries, and so on? We have had many situations where Medicaid beneficiaries who
were being cared for in a home setting came to a SNF after a hospitalization due to infected
decubitus ulcers acquired while in the home setting, unmanaged diabetes or
coronary/respiratory issues, significant decline in function, and so on. What will be put in place
to make sure the quality of care in the non-institutional setting is maintained? (Rick Holloway
Western Health Care)

The Section C(ii) care model should help ensure the quality of care in
all settings for the participant. Quality measures are being developed
and will be refined in the RFP. Satisfaction surveys are now included
in Section F(ii) as a quality measure.

At least part of the rationale for embarking on this project is because of the emphasis of CMS to
reduce rehospitalization among nursing home residents (lines 912-917). This section states ,
“CMS research has indicated that 45% of hospital admissions for those receiving Medicaid
nursing facility services are preventable.” However, the report which is referenced here says
nothing about “45% of hospital admissions” for dual eligible are from nursing facilities. It says
that “26% of rehospitalizations may have been avoidable” but it fails to mention what constitutes|
an “avoidable” and “unavoidable” rehospitalization. What is striking in the original CMS report is
that Idaho is the second lowest State in the nation regarding hospital readmission rates from a
SNF. The state may be placing a considerable amount of resources and emphasis
implementing a solution which is in desperate need of a problem if it is trying to reduce
rehospitalizations among nursing facility patients. The glaring problem with the entire report is
that it lists nursing homes as the primary care setting in which patients are readmitted to a
hospital, but ignores the fact that patients in a SNF are considerably more medically
compromised than patients in a home care setting.(Rick Holloway Western Health Care)

Medicaid recognizes the need for the careful development of quality
measures that incentivize quality care. The link has been updated, and
it does state that "approximately 45% of hospital admissions among
those receiving either Medicare skilled nursing facility services or
Medicaid nursing facility services could have been avoided, accounting
for 314,000 potentially avoidable hospitalizations and $2.6 billion in
Medicare expenditures in 2005." Although Idaho Medicaid recognizes
that Idaho statistics on reshospitalization may differ from national
averages, the focus is avoidable, needless rehospitalizations, even if
the numbers may be smaller than in other states.

Will the health plans dictate to beneficiaries where they can go to receive inpatient hospital or
SNF care? Will they be allowed to direct patients to and away from certain facilities? Will there
be oversight regarding which hospital/SNF/health care provider is used by the health plan and
which are excluded? What quality measures will be in place to be sure beneficiaries receive the
level of care deemed appropriate by their attending physician? My biggest concern about this
program is it places total control over the health care services provided to beneficiaries without
any oversight or monitoring. If bad patient outcomes occur, there does not appear to be any
process for the state to immediately intervene and require the plan to provide medically
necessary care.(Rick Holloway Western Health Care)

Network adequacy standards in D(ii) must be met, which means that
they must have appropriate access to hospitals/SNF's. Section C(ii)
indicates that the care management team (not the health plan), which
includes the primary care physician, will be the primary agent deciding
where care is delivered. Quality measures will be developed and
refined.

Will the payment rates to hospitals and SNFs be negotiated directly between the health plans
and the providers or will the state have any input or influence? If the health plan sets payment
rates too low and a provider in a given area refuses to accept the low rates, the plan enrollees
may be forced to travel 50 miles or more to another provider to receive health care services.

(Rick Holloway Western Health Care)

The state will have influence. In Section E(ii), a requirement was
added stating that health plans must pay no less than Medicaid rates.

Will the payment rates established between the health plans and health care providers be
made public? Typically, these negotiated rates are a tightly guarded trade secret between the
health plans and providers. Additionally, health plans or providers could engage in collusion or
price fixing if the payment rates between different health plans and providers were made public.
(Rick Holloway Western Health Care)

There are no current plans to make rates public, although the public will
know that provider rates are no less than Medicaid rates.

Will there be a limitation on the amount of times a health plan could require an enrollee to move,
if the health plan finds another provider who will accept a lower rate for that patient? For
example, a patient could be in SNF “A” at a negotiated rate of $180 per day, and the health plan
decides to move the patient to SNF “B” because that facility will accept $178 per day. Two
months later, the health plan moves the patient to SNF “C” because that facility will accept $175|
per day. Each move is extremely disruptive to the life of the enrollee, but there appears to be
no limit on the number of times a health plan could transfer a patient if it finds another facility
which will accept a lower rate. Just as critical is the ability of a health plan to move a patient
potentially 100 miles or more away from their family and community only because the health
plan finds a provider in another community in Idaho which will accept patients at a lower rate.
there any restriction on how far a health plan can direct a patient away from his/her home or
family, or will the health plan be required to place an enrollee needing SNF care in the
community from which he/she resided prior to hospitalization or the acute/chronic episode
which subsequently required SNF care? (Rick Holloway Western Health Care)

o

The care model in Section C(ii) involves a care management team that
includes a physician and care manager not employed by the health
plan. This care team coordinates the care, not the health plan. This
will minimize a risk of a conflict of interest.

Will the payment rates established between health plans and SNFs be a factor when
determining the Lower of Cost or Charges (LOCC) limitation on SNF Medicaid rates for non-
dual eligible? If so, this would by default reveal the payment rate negotiated between the health
care plans and the SNF providers, which could again lead to possible collusion or price fixing
problems. (Rick Holloway Western Health Care)

Lower of Cost or Charges will still apply.

How will patient days and acuity scores for the health plan enrollees be considered in the
derivation of facility-specific Medicaid rates for non-dual eligibles? (Rick Holloway Western
Health Care)

Dual participants will not be included as a part of the Medicaid days
calculation.

What happens to the current 2.7% across the board rate reduction for all Medicaid patient days
when the dual eligible population enters a health plan? | assume that will go away for all dual
eligibles in a health plan, but I just need to be sure. (Rick Holloway Western Health Care)

Health plans and providers will contract, but rates may not be lower
than Medicaid rates.

As we still have a SNF provider tax program in Idaho, and likely will have the program in the
foreseeable future, how will non-Medicare days and Medicaid days be counted to calculate the
provider tax and UPL payments? Will the UPL payments be made only based on non-dual
eligible Medicaid patient days? Will the provider tax be calculated based on total days less

Medicare only days? (Rick Holloway Western Health Care)

The patients covered by the MCO will no longer be part of the UPL
calculations.
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Incentives to Provide Effective Preventive and Supportive Mental Health Services lItis
imperative that the financial incentives built into the system reward high quality care and
effective preventative practices. It has been demonstrated that it is possible to save money by
employing effective preventive and support services for several chronic conditions such as
asthma and diabetes. There is evidence that bundling traditional physical health with mental
health treatment can reduce the cost of traditional medical care and reduce psychiatric
hospitalization. However, these demonstrations placed the burden for the cost of psychiatric
hospitalization on the MCO. 1. If the cost of hospitalization is borne by the|
state, the MCO has an incentive to place people in state hospitals and to delay their return to
the community as long as possible. Unless the full cost of hospitalization in state hospitals is
somehow charged to the MCO, there is no incentive to prevent hospitalization or to have robust
mental health supports to prevent recidivism. 2. The system should also provide
incentives for preventing people with SMI from entering the criminal justice system or jails, or
committing suicide. All of these events can actually lead to cost shifting or cost savings for the
MCO unless the payment system provides disincentives for these events. (Disability Rights
Idaho) (DRI)

Itis agreed that it is imperative that the financial incentives built into the!
system reward high quality care and effective preventative practices.

In Section C(ii), the care management model allows the care
management team, which will not have a financial incentive to direct
care to inappropriate settings, to drive the care decisions. The issue of
quality measures for people with SMI will be addressed in the RFP.

DD Services and Supports The PMPM method does not by itself provide incentives for
effective DD supports services or treatment. The goal of these supports is to increase the
capacity of the person for self determination, independence and community integration. The
success of such services is not measured by their physical health status or need for more
expensive medical treatment. Short of institutional placement, there is no consequence to the
MCO for providing inadequate or ineffective services and supports. Placement in a state facility
like SWITC would even be a net savings to the MCO and for certain individuals ICF/ID
placement could be a savings over a robust and effective community supports plan. To be
effective, there must be a strong incentive to provide effective developmental services and
supports. This can only be accomplished with a robust and accurate quality assurance system
and well designed incentives to meet the expectations of that system. We are not aware of any
examples of such a system. Traditional health insurance plans do not have expertise or
experience with these services. (Disability Rights Idaho) (DRI)

Itis agreed that a PMPM does not by itself provide the appropriate
incentives to promote quality. Section C(ii) should help to address this
through the authority given to the care management team. Quality
measures will be developed to ensure appropriate services for the DD
population.

1. The MCO should be required to contract with a highly qualified, independent entity to
evaluate the quality and effectiveness of DD supports and services.2. IDHW should consider
carving out DD supports and services from the plan or preserving them as a fee for service
system. With a robust system of quality assurance and care management practices. (Disability
Riahts Idaho) (DR

Medicaid recognizes that special attention will need to be paid to
developing an appropriate program for the DD population. The specific
features of how services are delivered to the DD population will be
developed accordingly.

Enrollment: 1. Require that consumers have at least 90 days to make a choice among plan
providers.

2. Require plans to contract with community-based organizations such as Independent Living
Centers, and others.

3. Include programs for people with mental iliness, to educate potential enrollees about their
options and to assist them in selecting delivery systems that best serve their individual needs.
4. Allow enrollees to change plans at any time, without imposing a lock-in period. (Disability
Rights Idaho) (DRI)

1. Initial enroliment will take place in October 2013 and per Section
D(ii), a participant may change plans in any month. 2. Plan must meet
network adequacy requirements per Section D(ii) for all Medicare and
Medicaid services. 3. Enrollment broker will help educate all potential
enrollees about their options, per Section C(i). 4. With proper 15 day
notice, enrollees can change plans in any month per Section D(ii).

Provider Networks: Many dual eligibles have longstanding, beneficial relationships with
providers that might not be in the existing network of a health plan or delivery system that
participates in the program. To maintain continuity of care and respect these relationships,
participating plans should:1. Maintain an open network provider system in order to contract with
providers that are not currently in the network.

2. Offer single case agreements that allow participants to continue seeing their current provider
without arbitrary limits on the duration of the relationship.

3. Require that all providers are trained on independent living and mental health recovery
approaches.(Disability Rights Idaho) (DRI)

Although continuity of care can not always be guaranteed, network
adequacy requirements will be created to help address continuity of
care and ensure adequate access. Care will be coordinated amongst
the providers, and participants will have access to all necessary
services, but not all providers will be required to be trained on
independent living and mental health (MH) recovery approaches as not
all providers will deal with those issues.

Long Term Services and Supports (LTSS): The goal of LTSS for dual eligibles should be to
promote their independence, choice,dignity, autonomy and privacy. LTSS must emphasize
community and home-based services over institutional care in compliance with the Olmstead v.
L.C. and E. W. decision. 1. LTSS services and should be based on conflict of interest free
comprehensive evaluations which include an evaluation of functional status, social and
vocational needs, socioeconomic factors, personal preferences, and the ability to obtain
accessible services.

2. Require plans to maintain current levels of LTSS until a comprehensive assessment is
conducted.

3. Contract with LTSS providers who have the capacity and expertise to meet member needs.
4. Have the beneficiary play the central role in the LTSS assessment and in the development of
an LTSS plan.

5. Support family care giving through designation of family members as paid aides when
consumers request this, as well as through respite services.

6. Provide personal care assistant services, including an option for self-directed services.

7. Ensure that people with developmental disabilities (DD) have the opportunity to participate in
the My Voice, My Choice HCBS Waiver option.

8. Ensure that people with both a developmental disability and a mental illness have
coordinated LTSS from providers with expertise in supporting both conditions.(Disability Rights
Idaho) (DRI)

The preference of HCBS over institutional care is indicated (see
Section B), but more of the details will be added in the RFP. 1)
Participants must continue to have access to LTSS services for which
they qualify. 2) No exact requirements for an amount of LTSS are in
place; it will depend on need. 3) The RFP will include network
adequacy requirements to ensure that qualified LTSS providers will be
available. 4) Section C(ii) indicates that person-centered care is
required, and that the participant should play as active a role as
possible. 5) As is the case currently, some services can be provided
by qualifying family members. 6) Personal care services and self-
directed services will remain options for qualifying participants. 7)
People with develop